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Tuberculosis Conquered? 
By Robert B. HoMAN, Jr., M. D., EL Paso 


It appears evident that many laymen and some 
doctors are of the opinion that we have practically 
eliminated tuberculosis as a cause of death and as a 
health menace. The facts do not uphold such a con- 
clusion. The improvement in our ‘‘control’’ of tuber- 
culosis in the past decade is, of course, astounding, 
but there is every evidence that we have a long way 
to go. 


The advent of antimicrobial therapy, about ten years 
ago, has been an outstanding victory in a continuous 
war on tuberculosis. Used alone, expertly handled 
drug therapy is undoubtedly — of curing many 
early cases, of preventing the development of many 
of the serious forms of the disease such as tuberculosis 
meningitis and upon cavitary tuberculosis. Beyond 
doubt, chemotherapy has opened the thorax “to the 
surgeon, and extirpation therapy of certain tuber- 
culosis lesions has thus been made possible. 


All Not Serene 


However, Waring! has pointed out that all it not 
sweet and serene in this ‘chemotherapeutic era”, — 
“If the drugs are most effectively used, cures will be 
increased, early and minimal disease will be cured 
before it becomes advanced disease, relapses will be 
infrequent, the number of infectors will shrink, and, 
consequently and coincidentally, the number of in- 
fected, the chief feeder of the “pool of communica- 
bility”, will decrease. On the contrary, if the new 
drugs are not expertly handled, lives will be saved, 
but not so many, incomplete cures will be frequent, 
chronic disease due to “‘resistant’’ bacilli will be com- 
mon, relapses will be frequent, and the “pool of com- 
municability” may overflow! As Perkins? puts it: 
“Has death from tuberculosis merely been postponed, 
not prevented, for a number of patients?” 


Perkins* also suggests that the present wide know- 
ledge of treatment advances might tempt patients and 
their families to “downgrade” the seriousness of the 
disease, and that many patients dangerously consider 
home care with drugs an adequate substitute for hos- 
pitalization, bedrest and adequate medical supervision. 
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Statistics Enlightening 


National Tuberculosis Association statistics for 
1955 are enlightening. There were 16,000 tubercu- 
lous deaths in the U. S. last year (a death every 30 
minutes), 80,000 new cases were re rted, there are 
1,200,000 cases — 400,000 active, of which 250,000 
are not under treatment and are exposing others in 
the community. The U, S. Public Health Service found 
that in representative areas studied, 45 per cent of 
the significant TB cases were not hospitalized, and, 
of these, 87 per cent were in advanced stages and 
40 per cent of the active cases had had neither drugs 
nor bedrest recommended! 


Tuberculosis is a tragic socio-economic catastrophe 
to the victim, to his family and to his community. 
Lacking a preventive vaccine, our approach to TB 
control must remain as outlined by the National 
Tuberculosis Association: research, education of the 
public and the profession, case finding through tuber- 
culin testing, and x-ray surveys, follow-up of contacts, 
isolation of infectors and intensive therapy. Buy 
Christmas Seals! 


References 


1. Waring, James J.: Impact of Modern Therapy on Tuberculosis, 
J.A.M. A. Vol. 161, No. 14, Aug. 4, 1956. 


2. Perkins, J. E.: Annual Report, N. T. A., 1954-1955, New York, 
National Tuberculos.s Association, 1955. 


3. Perkins, J. E.: Annual Report, N. T. A., 1955-1956, New York, 
National Tuberculosis Association, 1956. 


ANTICONVULSANTS 


The Use Of Phenurone In The Treatment Of 
Epilepsy 
Livingston, S., & Kajdi, L., ]. Pediat, 36:159, 1950 

Phenurone was employed in treatment of 104 epi- 

leptics of whom 43 per cent were completely con- 

trolled or greatly improved. Untoward reactions oc- 

curred in 27 per cent of patients receiving this com- 
pound, 
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CURRENT THERAPY 


Why Cobalt®? 


By VINCENT M. Rave, M. D.,* AND CHARLES C. McVauGu, M. D.,** Et Pasot 


Radioactive Cobalt™ is being used increasingly for 
two reasons. The first is that it offers an energy range 
of gamma rays equivalent to a million volt super- 
voltage machine. One of the main advantages of 
supervoltage therapy is the minimal skin changes with 
the increased depth dose to the lesion. The second 
reason, from the practical standpoint, is the fact that 
the price of this material and the machine used with 
it, is far more economical and within the range of 
many institutions heretofore unable to afford the more 
costly supervoltage apparatus. 


Ever since the discovery of radioactivity by Henri 
Bequerel, and X-Rays by Roentgen, application of 
these modalities to the practice of medicine has fas- 
cinated not only the physician, but also the public. 


The attention of the physicists to the study of radio- 
activity soon revealed the effects of radioactivity were 
dependent upon two forms of energy. Both of these 
forms of energy, (a) corpuscular (alpha rays, elec- 
tron beams, neutron beams, etc.) and (b) electro- 
magnetic (X-Rays and gamma rays), have practical 
applications in medicine, but it is with the electro- 
magnetic form that the radio-therapist is primarily 
concerned in use of teletherapeutic devices involving 
Cobalt. 


The understanding of two aspects or radioactive 
materials are of prime importance in considering the 
therapeutic a. These are measurements of 
quantity and quality of the energies involved. The 
unit of quantity accepted is the Curie. The Curie 
represents an amount of radioactive material that will 
produce 37.1 x 10° atomic disintegrations per second. 
This definition is based on the total disintegrations 
occuring when radon is in equilibrium with one gram 
of radium. A millicurie would then be 1/1000 of a 
curie or 37.0 x 10° atomic disintegrations per second. 
A microcurie is then 1/1000 of a millicurie or 37.1 x 
108 atomic disintegrations per second, Recent evidence 
now suggests that the number may be a little high, 
but since this quantity is generally accepted, it is satis- 
factory for this presentation. 


In Terms of Voltage 


One of the methods of designating the quality of 
a beam of radiation, whether it be corpuscular or 


* Director of Department of Radiology, Providence Memorial 
Hospital, El Paso 

**Associate Director of Department of Radiology, Providence 
Memorial Hospital 
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electro-magnetic, is in terms of voltage. Thus a beam 
of electrons may be stated to have an energy of one 
million electron volts (mev). The electro-magnetic 
radiations (i. e. gamma or X-Rays) among others are 
described in voltage equivalents. In other words, if 
an X-Ray beam is tes wae by a voltage of 100,000 
volts (100 kv), we say the peak energies are equiva- 
lent to 100 kv X-Rays. If these rays are produced 
by million volt energies, they are described as being 
equivalent to one million electron volt X-Rays (mev). 
The measurements of radiation, given us by the phy- 
sicists for natural or artificial radiation, range in 
energy from .015 mev to 3.2 mev for beta rays, and 
.029 mev to 5.78 mev for gamma rays. Cobalt has 
two gamma ray energy levels of 1.1 mev and 1.3 mev. 


One other term frequently used is “half life’. By 
“half life’ is meant the time required for a radio- 
active material to decrease its quantity by one half. 
For radium it is approximately 1600 years. For Uran- 
inum 238, it is 4,500 million years and for Cobalt® 
5.6 years. 


The biologic action of radiation is to produce death 
or damage to the cells by means of ionization. The 
ionizing radiations are applied to the cells in an ef- 
fort to produce death of the cells. It has been noted 
that actively growing cells are more susceptible to 
radiation effects than quiescent cells. The degree of 
susceptibility of cancerous cells to radiation may be 
greater than normal tissues, since many neoplastic 
cells are actively growing. This then, forms the foun- 
dation of radiation therapy of malignancies. 


Gamut of Energies 


The gamut of energies used by radiologists in treat- 
ing lesions ranges from soft ‘“Grenz”’ rays (10-20kv), 
through superficial (25-120kv), intermediate (130- 
160 kv), deep (180-400 kv), supervoltage (800- 
3,000 kv), to finally mega voltage (above 3,000 kv). 


One of the most important limiting facts in radia- 
tion therapy has been the effect of radiation on the 
skin. It was soon noted that the greater the energy 
of the radiation, the less skin damage was reported. 
The fact that vast sums of money were and are being 
spent to use higher and higher energies for irradiating 
malignant lesions, attests to the importance radiothera- 
pists place on this aspect. Using multiple fields to irra- 


+Drs. Ravel and McVaugh this month are substituting for Dr. 
Jack A. Bernard, regular conductor of this section. 
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diate lesions and thus spread the skin effects was an- 
other method of attack. Fractionating the exposures, 
thus allowing the skin to partially recover from the ra- 
diation effects, is a valuable method of decreasing the 
ultimate skin effects. The use of filters in front of 
the X-Ray tube and lead sieves on the patient, further 
aided in the protection of the skin. More recently, 
rotational therapy, where either the source of radiation 
or the patient was rotated, to spread the skin dosage 
even further is being practiced. 


When Cobalt disintegrates, it emits gamma rays 
of 1.1 and 1.3 million electron volts, equivalent. It 
has a half life of 5.6 years and is relatively inexpen- 
sive. By combining a beam of energy in the million 
volt range economically, it presents an excellent prac- 
tical method radiotherapists have been seeking in 
their attack on malignancies. It is no cure all. Esti- 
mates of its effectiveness show a 10% to 13% in- 
crease in five year survival in inoperable cases, It 
might be pointed out that to one of the fortunate 
10%, it represents 100%. 


Cobalt is not revolutionary. Certainly it presents 
no more than an improvement and extension of pre- 
sent techniques. It is a practical method of economic- 
ally extending our efforts. 


DERMATOLOGY 
Sandpaper-Abrasion Treatment Of Tattoos 


Strakosch, E. A., A. M. A. Arch, Dermat. & Syphilol. 
67 1953 


Removal of accidental tattoo by means of sandpaper 
abrasion has been reported*. The method hag since 
been employed in removal of tattoo designs from the 
forearm. The area to be treated was surgically pre- 
pared and anesthetized with solution procaine with 
epinephrine. Abrasion was accomplished with auto- 
claved sandpaper (grit No. 2/0 and 3/0), using a 
circular motion, starting from the center and work- 
ing outward. Bleeding was controlled by washing 
the area with a saline solution containing epinephrine. 
After all tattoo marks had been removed, the wound 
was dressed with an aureomycin gauze pressure 
bandage which was allowed to remain in place for 
10 days. Cosmetic results were excellent. 


*Clinical Clippings, July, 1952 
Clinical Clippings, June, 1955. 


ANTIHISTAMINICS 
A Clinical Evaluation of Chlorcyclizine (Perazil) 
Brown, E, A., et al., Ann. Allergy 8:32, 1950 


Although the conclusion is reached that Perazil* is 
probably the most effective antihistaminic yet em- 
ployed by the six investigators, the statement is made 
that had each reported separately, their conclusions 
would have been as varied as those reached by other 
authors concerning the effectiveness of numerous sim- 
ilar compounds. 

*Supplied for this study by Burroughs Wellcome Co. 
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In Viewing the VA Medical Program . . . 


increasing tax burden 


VA Medical Appropriations 


1934 1944 1954 


34,269,055.00. 
ano 


$ 97,295,133.00 


And COSTS 


2,769,263.77 $ 4,850,857.78 $38,998,164.00 


In twenty years, the cost of the VA medical 
program to U. S. taxpayers has increased 
1,875%. Yet only 15% of the patients 
treated in VA hospitals are veterans with 
disabilities incurred while in uniform. The 
VA medical program is now second in size 
and expense only to the nation-wide system 
ef socialized medicine in Great Britain. 


Aggressive Nurse Recruitment Pays 


Off For Hotel Dieu 


The value of an aggressive nurse recruitment pro- 
gram was illustrated this year by Hotel Dieu’s School 
of Nursing at El Paso, which currently has one of 
its largest classes in comparison to relatively small 
classes enrolled in recent years. 


The recruitment program included trips to schools 
in the surrounding area; the mailing of personal let- 
ters with brochures; talks to appropriate groups; a 
press, television and radio campaign; and such other 
promotional efforts as a float in the Southwestern Sun 
Carnival in El Paso, an enchilada supper, and window 
displays featuring hospital week a career days. 


A total of 217 inquiries resulted from this program. 
Of this number 77 girls were tested and 54 were able 
to pass the entrance test. Of this group 39 completed 
their applications and 38 girls entered training on 
September 5, 1956. 


The Hospital’s recruitment program also empha- 
sizes that young men are invited to apply and points 
out that an R. N. degree is a qualification for officer 
rank in the Army of the United States, that male 
nurses are essential and helpful in the management 
of both hospital and office work and that a nursing 
career offers an excellent future to the properly quali- 
fied young man, 
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MEETINGS 


Southwestern Medical Association Elects 
Dr. Celso C. Stapp President 


Dr. Celso C. Stapp of El Paso was elected president 
of the Southwestern Medical Association at its annual 
conference which was held in Albuquerque in late 
October. Dr. Stapp succeeds Dr. John H. Dettweiler 
of Albuquerque. 


The association voted to hold its 1957 convention 
in El Paso. 


Other officers elected were Dr. Louis G. Jekel, Phoe- 
nix, president elect ; Dr. 
W. J. Hossley, Jr., 
Deming, vice president ; 
Dr. Russell L. Deter, El 
Paso, secretary-treasurer. 


Named to the execu- 
tive committee were Dr. 
Hollis H. Brainard, Tuc- 
son; Dr. A. R. Clauser, 
Albuquerque; and Dr. 
A. G. Herrera, Chihua- 
hua City. 


Dr. Stapp was born 
in 1913 in Bahia, Brazil, 
where his parents were 
Baptist missionaries. He 
received his primary ed- 
ucation from his parents 
and in 1927 returned to 
the United States. He 
attended high school in 
Waco and Fort Worth 
and San Marcos Acade- 
my in San Marcos, Tex- 
as, 

Dr. Stapp took his 


premedical work and 
received his medical de- 


gree at Baylor Universi- 
ty. He then interned at 
Methodist in 


Fort Worth and served his residency at Baptist Hos- 
pital in New Orleans. 


After completion of his residency in 1940 he went 
into the Army as a first lieutenant, served five and 
one-half years and was discharged as a colonel. He 
is now a colonel in the Air Force reserve. 


He came to El Paso and entered private practice 
specializing in obstetrics and gynecology immediately 
following the war. 
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Dr. Celso C. Stapp 


Dr. Stapp is a member of the American College 
of Obstetricians and Gynecologists. He is past presi- 
dent of the Southwest Obstetrical and Gynecological 
Society and a member of the Texas Obstetrical and 
Gynecological Society. 


In 1940 Dr. Stapp married the former Day Davis 
of Hattiesburg, Miss. Dr. and Mrs. Stapp now live 
in the Country Club district. They have three children, 

. Carl 12, a pupil at Mes- 
* ita School; Mary Louise, 
9, a pupil at Radford 
School for Girls, and 
Margaret Lois, 5. 


Dr. Stapp has a broth- 
er, Lieut. Col. John Paul 
Stapp, now stationed at 
Holloman Air Develop- 
ment Center at Alamo- 
gordo, who recently 
achieved renown when 
he rode a rocket-driven 
sled to a speed of 642 
miles per hour. The sled 
was then brought to a 
complete stop in less 
than a second. The en- 
tire operation was con- 
ducted as part of U.S. 
Air Force research into 
the effects of extreme 
deceleration on the hu- 
man body. 

The 1956 Southwest- 
ern Medical Association 
meeting was preceded 
by a regional meeting 
of the American Col- 
lege of Physicians in 
New Mexico. The Vet- 
erans’ Administration Hospital in Albuquerque was 


site for this one-day session. Dr. Robert Friedenburg 
of Albuquerque is governor of the college for New 
Mexico. . 

The Southwestern Dermatological Society held its 
meeting in conjunction with that of the Southwestern 
Medical Association in the new Bernalillo County 
Indian Hospital. 
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Special Photo Report on 


Southwestern Medical Association Meeting 


Albuquerque, New Mexico, October 17 to 19 


Officers at the Southwestern Medical Association meeting are Dr. Celso C. Stapp, El Paso, president (second 
from left); Dr. Louis G. Jekel, Phoenix, president-elect (right); Dr. Russell L. Deter, El Paso, secretary- 
treasurer (left); and Dr. John H. Dettweiler, Albuquerque, retiring president. Not present for the photograph 
was Dr. W. J. Hossley, Jr., Deming, N. M., vice-president. Drs. Hollis H. Brainard, Tucson, A. R. Clauser, 
Albuquerque, and A. G. Herrera, Chihuahua City, were named to the executive committee. 


Shown at the re- 


at the State Univer- 
sity of College 

of Medicine. Dr. 

nh was a guest 
sspeaker at both the 
Southwestern and 
| the ACP meetings. 


gional meeting of 
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Also at the ACP banquet are (left to 
right) Capt. Morris M. Goldberg, Lt. David 
Bristow, Capt. William Breal, and Lt. Col. 
John Bradley, Chief of the Medical Service, 
all of the Sandia Base Hospital. 


Left to right are Major D. W. Merkle 
of Sandia Base Hospital, Dr. and Mrs. H. B. 
Woodward of Albuquerque, Mrs. Donald 
Huelsmann and Dr. Huelsmann of Albu- 
querque, and Dr. and Mrs. George M. 
Boyden of Albuquerque. 


Left to right at the American College of 
Physicians banquet are Dr. C. R. Beeson 
Albuquerque, Dr. W. S. Taylor, Chief o 
Medical Service at the Veterans Administra- 
tion Hospital in Albuquerque, Mrs. John 
Abraums, Albuquerque, Dr. L. Levin, Belen, 
N. M., Dr. O. S. Cramer and Dr. A. 
Frankel, both of Albuquerque 


Left to right are Dr. C. F. Kemper, 
Denver, Governor of the Amerjcan College 
of Physicians for Colorado, his wife, R. 0. 
Claypoole of Philadelphia, a representative 
of the American College of Physicians, and 
Dr. and Mrs. C. M. Kemper of Albuquerque. 
The Drs. Kemper are uncle and nephew. 
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Left to right are Dr. Murray Friedman of Left to right are Dr. H. O. Lehman, 
Santa Fe, Dr. Fred Hanold, Albuquerque, and Portales, Dr. Herman Rice, El Paso, and 
Dr. Pierre Salmon, Roswell. Dr. J. E. Keppel, Mesa, Ariz. 


College Left to right are Dr. G. W. Horst, . Left to right ere Dr. H. E. Kosanke, Tucson, 
eo Grants, Dr. Basil L. Wang, Grants, and Dr. R. G. Austin, Tucson, Dr. Lopez Garduno, 
sneasing Dr. Thomas L. Carr, Albuquerque. Albuquerque, and Dr. A. G. Prieto, Albuquerque. 
ins, and 
juerque. 


Left to right are Dr. Joseph H. Sharpe, Albuquerque, Dr. J. A. Rivas, Belen, Dr. W. W. Kridelbaugh, Albuquer- 
que, Dr. Colin G. Thomas, Jr., Associate Professor of Surgery at the University of North Carolina School of Medicine 
and one of the guest speakers, Dr. John A. Craig, Albuquerque, Dr. Galen M. Tice, Professor of Radiology and Head 
of the Department of Radiology at the University of Kansas School of Medicine and one of the guest speakers, and 
Dr. Wallace E. Nissen, Albuquerque, chairman of the program committee. 
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Left to right, front row, among exhibitors at the convention are Robert Lantz, Denver, J. B. Roerig and Co., 
Wayne H. Hales, Denver, Searle, Jack Harless, N. M. Pharmacal Co., Albuquerque, Mrs. Beverly Collier, Albuquer- 


que, Dairy Council, Warner Jones, Albuquerque, U. S. Vitamin Corp., Chet Corn, Albuquerque, Southwestern Surgi- 
cal Supply Co., Harry Fogelson, Los Angeles, Milex. Back row, left to right, Henry Cook, Albuquerque, FIF 
Management Corp., Frank Kleinschmidt, Albuquerque, New Mexico Pharmacal Co., Harry Watts, Albuquerque, New 
Mexico Pharmacal Co., Sonny Wright, Squibb, R. L. Hyer, El Paso, Winthrop Laboratories, Stuart Hutson, El Paso, 
Southwestern Surgical Supply Co., Kenneth Olds, Credit Bureau of Albuquerque, and Bob Sasser, Albuquerque, FIF. 


Also among exhibitors at the convention were, left to right, front row, Tom McLaughlin, Albuquerque, Eaton 
Laboratories, Harold E. Marple, Norwich, N. Y., Eaton, Don Ripley, Denver, Winthrop Laboratories, Glenn C 
Lycan, Santa Fe, Eli Lilly and Co., Seth Hoffman, Albuquerque, Parke, Davis and Co., Lyle K. Bartlett, Midland, 
Lederle Laboratories. Back row, left to right, William C. Nelson, Dallas, Eaton Laboratories, George Howell, El Paso, 
Mead Johnson and Co., Keith Milheim, Denver, Parke, Davis and Co., Leon Mhoon, Albuquerque, Sharpe and Dohme, 
Chet Cardell, Albuquerque, Allied Medical Supply, C. S. Serns, Albuquerque, Lederle. : 
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Left to right are Dr. Albert S. Lathrop, Santa Fe, Dr. John 
A. Bigler, Professor of Pediatrics and Head of the Department 
of Pediatrics at Northwestern University School of Medicine 


and guest speaker, and Dr. M. K. Wylder, Albuquerque. 


Left io right, at a pediatrician’s din- 
ner during the convention are Dr. Louis 
Kuehn, Albuquerque, and Dr. and Mrs. , 
Ira Budwig of El Paso. 


Left to right are Dr. Howard McMurray, Chair- 


man of the Department of Government at the Uni- Left to right are Mrs. Louis Kuehn, 
versity of New Mexico, Mrs. R. A. Trombley, Albuquerque, and Dr. R. A. Trombley, 
Albuquerque, Dr. Alvina Looram of Santa Fe, Albuquerque. 


maternal and child health director for New Mexico. 


Dr. Robert H. Barter, (standing) Associate Vrofessor of 


\ 
Obstetrics and Gynecology at the George Washington Univer- 


_ Left to right are Dr. Bryan Moynahan, sity School of Medicine and one of the guest speakers, indulges 
Santa Fe, and Dr. Marcus Smith. Santa Fe. in a little humor at a dinner given in his honor at the Albué 
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Mary Gordon of TWA and 
Mrs. W. E. Nissen 


A feature of the convention was the TWA fashion 
pageant presented by the Bernalillo County Auxiliary 
for wives of physicians attending the Southwestern 
Medical Association meeting. Auxiliary members 
donned a variety of styles dating back to the early 
twenties. Wardrobe items were flown from Los 
Angeles by TWA and presented under the direction 
of Mary Gordon of Los Angeles, TWA Travel Advi- 
sor, who did the narration. Mrs. Wallace E. Nissen 
was in charge. In photographs on this page are several 
of the models and those also participating include 
Mrs. Wesley Connor, Mrs. Donald Huelsman, Mrs. 
James T. McGuckin, Mrs. Donald M. Olson, Mrs. 
Sydney Schultz, Mrs. Donald M. Simms, Mrs. Donald 
B. Stewart, Mrs. Robert A. Trombley, Mrs. J. W. 
Wiggins and Mrs. L. H Wilkinson. 


Mrs. H. V. Beighley 


ALBUQUERQUE AUXILIARY 


Presents 


FASHION PAGEANT 


Mrs. John H. Dettweiler Mrs. Oscar Syme 

be = li 


Participating in the convention as exhibitors were, left to right, C. C. Carter, Albuquerque, General Electric Corp., 
Fred Wiley, El Paso, U. S. Vitamin Corp., Buddy Doak, Santa Fe, Merck, Sharpe and Dohme, Fred Housen, 
Albuquerque, A. H. Robins Co., and Red Moore, El Paso, General Electric Corp. 


Among convention exhibitors were, left to right, front row, Stan Kasprzycki, Los Angeles, Desitin Chemical Co., 
Gene Elliott, Albuquerque, Pet Milk Co., Dennis Morrow, Albuquerque, International Business Machines, D. E. 
Whitlock, Albuquerque, N. M. Chemical and Surgical Co., Larry Walrath, Monte Vista, Colo., Eli Lilly and Co. 
Back row, left to right, Bob Wyche, Lubbock, Lloyd Brothers, W. L. La Fortune, Albuquerque, Upjohn Co., Bev. 
Clark, Albuquerque, Abbott Laboratories, Charles Singletary, Albuquerque, N. M. Chemical and Surgical Co., and. 
Doug Spencer, Albuquerque, Ciba Pharmaceutical Products. 
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At the annual meeting of the Southwestern Derma- 
tological Society in Albuquerque, October 20, 1956, Dr. 
George K. Rogers of Phoenix was elected president of 
the Society. Other new officers are Dr. Kenneth C. 
Baker, Tucson, Vice-President, and Dr. H. LD. Garrett, 
El Paso, Secretary-Treasurer. 


The meeting was held in the Bernalillo County-Indian 
Hospital in Albuquerque following close of the annual 
Southwestern Medical Association convention. The 
Bernalillo County-Indian Hospital has 240 beds and has 
been open for two years. 


Left to right at the Southwestern Dermatological Society Meeting are Dr. John C. Murphy, Albuquerque, Dr. 
Carl Kaufman, Albuquerque, standing, Dr. George Waldriff, Albuquerque, Dr. Louis Jekel, Phoenix, standing, Dr. 
Stephen Rothman, Chicago, Dr. Leslie M. Smith, El Paso, Dr. Kenneth C. Baker, Tucson, Dr. Earle R. Pace, Santa 
Fe, Dr. H. D. Garrett, El Paso, Dr. J. B. Robbins, El Paso, Dr. Samuel Jelso, Albuquerque, Dr. Wm. E. Ragsdale, 
Phoenix, Dr. Robert H. Snapp, Phoenix, standing, Dr. Otis B. Miller, Tucson, Dr. John J. Corcoran, Albuquerque, 
Dr. Donald McNairy, Phoenix, and Dr, Seymour Shapiro, Tucson. 


Bernalillo County-Indian Hospital 


SOUTHWESTERN DERMATOLOGICAL SOCIETY 
MEETING IN ALBUQUERQUE, OCTOBER 20 


Guest speaker was Dr. Stephen Rothman, Professor 
of Dermatology and head of the Department of Derma- 
tology at the University of Chicago School of Medicine. 
Dr. Rothman’s subject was “The Acne Problem.” 

Clinical cases were presented by Dr. George A. Wal- 
driff, Albuquerque, Dr. John Murphy, Albuquerque, Dr. 
John J. Corcoran, Albuquerque, Dr. Earl Pace, Santa Fe, 
and Dr. Samuel J. Jelso, Albuquerque, retiring president 
of the Society. 

The next annual meeting of the Society will be held 
in El] Paso, the date to be announced. 
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A feature of the 53rd annual meeting of the West- 
ern Association of Railway Surgeons in El Paso, Tex- 
as, Oct. 24-26, was a speech entitled ‘Two Big Jobs 
for Railway Surgeons” by Dr. Dwight H. Murray, 
Napa, Calif., President of the American Medical As- 
sociation. 


New officers of the Association are Dr. Glenn F. 
Cushman, San Francisco, president; Dr. Bernard E. 
McConville, Seattle, first vice-president; Dr. John R. 
Winston, Temple, Texas, second vice-president; Dr. 
Harry O. Hund, San Rafael, Calif., treasurer; Dr. 
Graham Owens, Kansas City, secretary. Dr. E. W. 
Rheinheimer of El Paso was the retiring president. 


Full Text 
The full text of Dr. Murray's speech follows: 


With the development of effective industrial hy- 
giene and safety programs, industry's attention has 
turned to the prevention of personal illness. 


The emphasis, therefore, must be on keeping work- 
ers well so they can do their jobs and keep the family 
income flowing steadily. Although the primary per- 
sonal responsibility for the maintenance of health is 
the individual worker's, the employer and the phy- 
sician can help him. 


There is a wave of new interest in preventive medi- 
cine on the part of the public. Hundreds of thousands 
of children and young adults have been, and are be- 
ing, inoculated, with the Salk anti-polio vaccine, Hun- 
dreds of thousands of persons annually receive chest 
X-rays, and more and more persons are getting early 
examinations for cancer and heart disease. 


Annual Examination 


Magazine and newspaper stories also are emphasiz- 
ing the annual physical examination, and most doctors 
already can attest to the increased number of patients 
who desire a complete checkup. 


The control of. infectious diseases — smallpox, tu- 
berculosis, malaria, yellow fever, diphtheria and pneu- 
monia — and modern sanitary measures have given 
the American people longer life and more years for 
active work. Usually, the individual has benefited 
from these preventive measures without actually tak- 
ing any direct effort on his part. 


But now Americans apparently have realized that 
they, too, can do much to keep themselves healthy. 
Witness the phenomenal interest in overweight and 
diet plans. To most persons excessive weight is no 
longer just a matter of ugly fat, but is an important 
factor in their own life span. 


Action on Prevention 


Now that heart disease, cancer, arthritis, mental ill- 
ness and accidents have displaced infectious diseases 
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as the major causes of morbidity and death, the in- 
dividual must take action and must make considerable 
effort if the disease is to be prevented. Today the in- 
dividual must have contact with his physician, for it 
is the doctor who will keep a person in sound health. 


Not only has the public and the medical profession 
realized the significance of disease prevention, but 
also our industries want to do more in preventive 
medicine as it is , poe to the industrial setting. Of 
course, the care of occupational injury and disease 
still is a vital part of our work, but it no longer can 
be our only function. 


This need for a broader program of preventive 
medicine has been given strong support by most in- 
dustrial physicians and this interest is stimulating re- 
search everywhere in this field. It is another contribu- 
tion in a long line of significant, industrial medical 
advances made by the industrial physician — both full- 
time and part-time. 


Whole Man 


Today we know that a healthy man must be physi- 
cally, mentally and emotionally healthy, and in our 
daily practice more of our treatments now are aimed 
at the whole man. In industrial medicine we are go- 
ing to see more of this treatment of the whole work- 
er, rather than treatment of just a disease or an in- 
jury. 

Preventive medicine starts with the employment 
examination, and from there it can take off into many 
directions. It will be up to us, the railroad physicians, 
to see the opportunities we have for applying pre- 
ventive medicine. How we meet the challenge of 
preventive medicine will eventually be measured in 
less absenteeism, lower payroll costs, better customer 
service, higher personnel morale, longer work lives 
for employees, better health for workers and their 
families and even better community health, 


I am proud of the work that the American Medical 
Association’s Council on Industrial Health is doing 
in this field of preventive medicine and in all phases 
of industrial medicine. For example, at the 16th an- 
nual Congress on Industrial Health of the A. M. A. 
last January in Detroit the meeting was devoted en- 
tirely to the subject of absence from work due to non- 
occupational illness and injury. The next Congress 
will be held in Los Angeles at the Biltmore Hotel 
on Feb. 4 through Feb. 6 and I know many of you 
will want to attend some of those sessions to pick up 
ideas from top authorities on what's new in industrial 
health. 


Medicine and Industry 


Just today in Chicago the A. M. A. Council on In- 
dustrial Health co-sponsored a program on ‘Medicine 
and Industry” during the National Safety Congress. 
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Occupational medicine authorities discussed three ma- 
jor industrial health problems: The injured back, 
vision in industry and the physical examination of in- 
dustrial workers. 


These are some examples of how the A. M. A. and 
its Council on Industrial Health are providing the 
leadership and cooperating with other groups. I also 
might mention that the A. M. A. is acting in liaison 
with the American Academy of Ophthalmology and 
Otolaryngology on the problem of noise in industrial 
and partial loss of hearing, and with the American 
Public Health Association and the American Society 
of Mechanical Engineers on the problem of air pol- 
lution. 


Various pamphlets are issued by the A. M. A. Coun- 
cil on Industrial Health, too. For example, there is 
a series of articles on all kinds of industrial dermati- 
tis — its causes, recognition and prevention. (These 
are available to you from the A.M. A. Council on 
Industrial Health. I have a few of these pamphlets 
here if you care to see them.) 


A. M. A. Materials 


Other new A.M. A. materials you might be in- 
terested in are ‘Guiding Principles and Procedures 
for Industrial Nurses’ and “Guiding Principles of 
Medical Examinations in Industry.” The industrial 
nurse pamphlet has received the plaudits of nursing 


organizations, various industrial medical associations 
and the National Safety Council. Already 15,000 
copies have been sold or given away. In it two im- 
portant points are stressed: The absolute necessity of 
professional guidance and supervision of the indus- 
trial nurse by a qualified physician, and the prepara- 
tion of standard procedures or medical directives by 
the physician-in-charge of medical service, in con- 
sultation with the nurse. 


I want to assure you that the A. M. A.’s Council 
on Industrial Health, like all the other councils, de- 
partments and bureaus of the A. M. A., stands ready 
to assist you, individually or as a group, on your 
various problems, including this growing field of pre- 
ventive medicine. 


I know you can set a high standard for preventive 
medicine in your role as railway physicians. 


Second Area 


Another area in which you have a big responsibili- 
ty for setting high standards is in the courtrocm in 
behalf of justice. Recently I spoke at the annual meet- 
ing of the American Bar Association in Dallas. The 
program was devoted entirely to expert testimony. 
After that meeting I became convinced that the medi- 
cal profession has a distinct obligation to contribute 
its share to better the administration of justice. 


In the majority of issues before our courts of justice 


At the dinner of the Western Association of Railway Surgeons are (third from left, back row) Dr. 
Dwight H. Murray, president of the American Medical Association, and front row, left to right, Dr. Glenn 
F, Cuchman, San Francisco, president of the association; Mrs. Cushman; Dr. Harry O. Hund, San Rafael, 
Calif., treasurer; Mrs. Hund; Dr. John R. Winston, Temple, Texas, second vice president; back row, left to 
right, Dr. Newton F. Walker, president of the El Paso County Medical Society; Dr. Bernard McConville, 
Seattle, first vice president; Dr. Murray; Dr. E. W. Rheinheimer, El Paso, retiring president; Mrs. Martin 
Lindem; Mrs. Walker, and Dr. Martin Lindem, Salt Lake City, chairman of the Executive Committee. 
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a doctor in one way or another is called upon to help 
establish the truth. Without meaning to overempha- 
size the importance of the role of the medical witness, 
I must ask: “What would happen if medical testimo- 
ny were not available?’ Obviously, many would be 
deprived of justice. In the group would be both plain- 
tiff and defendant. All would suffer. 


We are motivated in our professional practice by 
humanitarian principles. We know and understand 
pain and suffering. Yet neither our motivation nor 
our understanding prevents us in our practice from 
assuming scientific objectivity and responsibility as 
we care for our patients. 


Patients As Litigants 


As our patients become clients or litigants, as they 
seek to prosecute or defend claims for redress we 
dare not permit ourselves to lose our scientific ob- 
jectivity. We cannot carry sympathy and emotion into 
the courtroom — that is for others to do, if they will. 
We can and must keep records, make reports and, 
when required, testify, not as advocates for the one 
who retained us, but we must act objectively, consci- 
entiously and truthfully. 


We are members of a profession founded on high 
ideals. When we are called upon to participate in 
adversary proceedings we must maintain and exem- 
plify, by our every act and deed those ideals which 
have made our profession great. 


You are familiar with litigation, You have seen 
it in the courtroom and from the witness stand, You 
have heard effective witnesses and poor witnesses. 
You yourselves have witnessed the vagaries of juries. 
And undoubtedly, you've felt resentment as you have 
been subjected to not too subtle criticisms, or have 
been confronted with severe cross-examinations. 


Science Mocked 


You have experienced, I am sure, situations where 
you were confident that the medical findings were 
clear and yet you, heard a colleague of good reputa- 
tion testify to the contrary with all apparent honesty. 
Perhaps some among you have been ashamed to see 
the science of medicine mocked from the witness 
stand. Perhaps, in the frustration arising out of ad- 
versary proceedings you have been tempted to counter 
exaggeration with exaggeration and speculation with 
speculation. Perhaps economic forces have tempted 
others to ask you to be less than coldly and scientifi- 
cally impartial. 


Medical expert testimony is being criticized on all 
sides. Plans and systems are being proposed to re- 
move, as far as possible, expert testimony from the 
realm of adversary proceedings. 


I am not certain we need to modify our Anglo- 
Saxon system of litigation. I believe that medicine 
itself can, through each of its practitioners, demon- 
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strate the honesty and integrity, science and humanity 
of medicine under the most severe. cross-examination, 
under our present system. I believe this can be done 
if every doctor called on to act for either plaintiff or 
defendant, at any stage of litigation, recognizes and 
accepts the responsibility that is his. 


He must report only on adequate examination and 
with full knowledge of the facts; he must be objective 
and impartial; he must be prepared for his role in 
litigation as he is for his role in medicine. 


Important Nucleus 


You are, as a group, perhaps more familiar with 
litigation than any other group of physicians. You 
who are experienced, you who have seen both good 
and bad in medical expert testimony from both sides 
of the fence — you represent a nucleus of physicians 
who can by your example, in and out of the court- 
room, set so high a standard for preparation, honesty, 
scientific objectivity and impartiality that those phy- 
sicians called by the opposition would be forced to 
devote equal time and attention to the preparation 
and presentation of their reports and testimony. You 
who more regularly make reports and testify must, 
by your own actions, individually and collectively, 
repudiate all actions of other physicians which deny 
the high ideals of our profession. 


Just criticism against medical expert testimony 
must be acknowledged and steps must be taken to 
eliminate complaints, I repeat, gentlemen, you are in 
the enviable position, as individuals and as a group, 
of being able to set an example and to offer corrective 
procedures through studied and considered efforts of 
your Own organization. 


Northwest Texas Hospitals to Meet 
at Brownwood 


Brownwood was selected as the site for the 1957 
convention of the Northwest Texas Hospital As- 
sociation at the organization’s annual meeting in El 
Paso October 25 and 26. 


New officers of the Association are Paul Ahlstedt, 
Wichita Falls, president; Agnes King, Brownwood, 
president-elect; C. H. Denning, Abilene, vice presi- 
dent. Trustees named were Milton Ramsour, Pecos; 
Monroe Owens, Dalhart; Doris Smith, Big Lake. 
Earl Benson, Odessa, was the retiring president. 


Coming Meetings 
The Texas District One Medical Association will 
meet in Pecos Feb. 12. E. W. Schmidt, M. D., of 
Pecos is president; and John P. Dunn, M. D., of 
Pecos is secretary-treasurer. 
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Edited by. Andrew M. Babey, M. D., Las Cruces, N. M. 


APHORISMS and MEMORABILIA 


tess Miscellaneous Truths and Concepts 


1. “If the patient needs increasingly higher doses 
of noradrenaline to maintain the level of the blood 
pressure, the prognosis is poor and the possibility of 
internal hemorrhage must be considered, Giving the 
infusion by an ankle vein carries a higher risk of skin 
and tissue necrosis: than giving it by a large ‘vein in 
the antecubital region of the forearm.” Brit. Med. 
Jour. June 9, 1956; p. 1350 


2. “A reasonable estimate of informed current 
opinion is that about 70 per cent of cases diagnosed 
(‘ostes’”) within 24 hours of onset and energetically 
treated by penicillin will probably resolve completely 
without surgical drainage. The remainder will need 
some form of drainage ecither by aspiration or incision 
of the subperiostéal abscess or, occasionally, by direct 
drainage of a medullary abscess by drilling the bone. 
The older the child, the more likely is drainage of 
the bone to be necessary. The object of surgical 
drainage is not so much to deal with the infection 
as to limit the damage caused to the bone by the cut- 
ting off of its blood supply by an abscess under ten- 
sion.” Brit. Med. Journ. June 9, 1956; p. 1353 


3. “Modern chemotherapy has practically elimi- 
nated the danger of death from acute osteomyelitis. 
One is now concerned with the morbidity rather than 
mortality. Delay in initiating treatment, or in the 
timing of drainage if indicated, carries the danger 
of a vascular necrosis of bone, chronic abscess forma- 
tion within the bone (Brodie’s abscess), and the pos- 
sibility of periodic reactivation of the infection 
throughout life.” Joc. cit.; p. 1353 


4, “We now know that the protein content of the diet 
is very important, because, on low protein diets, cer- 
tain species of dogs and monkeys develop high blood 
cholesterol levels, which, at a higher protein level in 
the diet, do not occur. This probably is also true of 
man, and therefore the protein content of our diet 
should be adequate, and the fat content should be 
derived largely from vegetables.’” Wm. Dock; Sixty- 
Fourth Annual Meeting of the Association of Life 
Insurance Med. Directors of America; Oct., 1955; 
p. 9 

5. “No other country has approached us in the 
way they take a high animal fat food, with low pro- 
tein content. Eggs also have a relatively low ratio 
of protein to animal fat and cholesterol. We, more 
than any other people in the world, eat a diet which 
contains two foods which were never intended by 
nature for human consumption. Eggs were intended 
to produce little chickens, and milk was intended by 
nature to raise animals until their teeth allowed them 
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to chew. That is what milk and eggs were intended 
for by nature, and, as Hippocrates and a few other 
doctors since have pointed cut, whenever man does 
something which nature does not intend, he gets into 
trouble.” Dock; Joc. cit.; p. 9 


Coronary Disease 


6. The age at death of a-pack-a-day cigarette smok- 
ers from coronary disease is about ten years less than 
the age at death of nonsmokers with coronary disease. 
They all die of coronary disease, but one group has 


‘to stay around and meet the bills for ten years longer. 


If a person had no excess of cholesterol entering his 
body from an abnormal diet, I do not believe that 
any amount of smoking would give him coronary dis- 
ease, but with the combination, the death rate is now 
going up, and the age at death is steadily falling.” 
Dock; /oc. cit., p. 10 


7. “We do know that if one wants to postpone 
the age at death from coronary disease, one will have 
as much vegetable fat — olive oil, cotton-seed oil, 
corn oil——as possible in the diet, and a low intake 
of dairy fat, egg fat, and animal fat in general.” Dock; 
loc. cit.; p. 11 


8. “I do not think I have ever heard of or seen any 
case of congenital hemolytic anemia which responded 
to corticosteroids, With or without underlying organic 
disease she has a 50 to 60 per cent chance of respon- 
ding to corticosteroids if this is acquired hemolytic 
anemia. Response to steroid therapy would therefore 
constitute further diagnostic evidence in favor of ac- 
quired hemolytic anemia as opposed to the rare con- 
genital hemolytic anemia with a positive Coombs 
test.” Bernard M. Jacobson; Amer. Pract. and Dig. 
of Treatment: July, 1956; p. 1176 


9, “It would seem to me that the main problem of 
medical education is this: Will the medical course be 
arranged primarily in the interests of educating the 
student, or primarily in the interests of the prestige 
of the teachers? I say this as a teacher and with a full 
appreciation of the meaning of the words I use.” 
Geo. Pickering; Brit. Med. Journ. July 21, 1956. 
p. 115. 


10. ‘Though it does not endanger life, the post- 
cholecystectomy syndrome is one of the most intrac- 
table and frustrating conditions the surgeon has to 
deal with.” The Lancet; July 28, 1956. p. 184. 


Illusions 


11. “If, for any reason, we find ourselves stripped 
of our illusions and are no longer preoccupied with 
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activities of various kinds, we become conscious of 
the “emptiness of existence,” and this is apt to cause 
anxiety and depression.”” H. M. Flanagan. The Lancet ; 
Aug. 4, 1956. p. 245. 


_ 12. “Many people rely excessively on worldly in- 
terests and preoccupations, to the exclusion of a deep- 
er, metaphysical orientation. To be “well adjusted” 
in the current and restricted sense of the term, with 
this exclusion of any seriously religious view of life, 
is perhaps ultimately inefficient and undesirable what- 
ever its pragmatic value as a short-term policy.” H. M. 
Flanagan. The Lancet ; Aug. 4, 1956 


13. “The picture of the indwelling catheter can 
be no less gloomy. It is often indwelling only in 
name: in fact, it keeps slipping out, and every time 
it is reintroduced the number and virulence of im- 
planted organisms increase five, ten, or a hundred 
fold.” The Lancet; Leading Articles. Aug. 18, 1956. 
p. 344. 


14, “Indeed, in few surgical undertakings can 
neglect of a small detail lead so irretrievably to disas- 
ter as in bladder drainage; for the borderline between 
the localized infection that is merely a nuisance and 
the one severe enough to precipitate renal failure can 
be transgressed at any moment.” The Lancet ; Leading 
Articles. Aug. 18, 1956, p. 344. 


15. “The screaming disorientated patient, recking 
of paraldehyde and rattling at his cot-sides, festooned 
by a maze of tubes, and barricaded from his fellows 
by an array of screens, is not just “a problem”’: he is 
a disgrace.” Loc, cit. 


16. “It has been said of partial gastrectomy that 


individual statistics are too good to be true, and mass- 
ed statistics too true to be good.” Lor. cit, 


Survey of Cases 


17. “An interim report of a survey of ,cases,, of 
malignant disease, and leukemia in childhood which 
suggests that these conditions are considerably .com- 
moner in children whose mothers have had , x-ray 
examinations of the abdomen during pregnancy.” 
The Lancet; Leading Articles. Sept. 1, 1956, p, 449. 


18. “We cannot believe the patient who tells us 
in the first interview that he has no worries, He:really 
may believe this, or he may not yet:-be sure whether 
he can talk freely to us.” Philip Hopkins, Special: Ar- 
ticles; The Lancet; Sept. 1, 1956, p. 456... 


19. “The heart of style is consideration for the 
reader, and it is not for ncthing that style has been 
defined as good manne:s in writing.” Raymond 
Whitehead ; Special Articles, The Lancet; Aug. 25, 
1956, p. 392 


20. “A good writer would never publish any- 
thing that had not been operated on by word surgeons. 
To submit to their operations is not a sign of weak- 
ness, but an indispensable aid to style.’ Loc. ‘cit. 
p. 393. 


21. “The surgeon who works too hard for too 
many may be an object of awe to his juniors and of 
admiration to his fellows; but to his patients he is 
a source of apprehension. To the sick the sum total 
of his work matters nothing: their human egotism 
inflated by disease, all they ate concerned about is 
that the tired look, the sallow complexion, and the 
irritable manner of their doctor augurs ill for their 
own future.” The Lancet; Leading Articles, Aug. 11, 
1956; p. 294 


“POINTERS” 


From the Case Records of the Massachusetts General Hospital 1952* 


1, ‘...the most common cause of myocardial rup- 
ture is infarction. The consensus from a large series 
is that rupture occurs in eight to nine per cent of acute 
myocardial infarctions. When, as is most common, 
the rupture occurs through the anterior or posterior 
wall of the left ventricle, hemopericardium and sud- 
den death result; rarely, the rupture may occur 
through an infarct of the interventricular septum, in 
which case the patient may live for several months, 
usually with severe cardiac failure.” p. 30 


2. “...thromboplebitis. This is a manifestation 
not infrequently seen in cancer of the pancreas. In 
some 30 per cent of such cases in one series involving 
the head and body of the pancreas, multiple venous 
thromboses were found.” loc. cit.; p. 149 
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3. “I think the experience here. has. been that if 
if there is chronic infection in the lung or somewhere 
else and if secondary involvement to that. infection 
occurs in kidneys, it is more often pyelonephritis than 
chronic glomerulonephritis.”” /oc..cit.; p.-233 


4. “Usually sarcoidosis is a roentgenologic sur- 
prise, with lesions out of all. proportion’ to. the. con- 
stitutional symptoms.” Jac. ‘it. ; p.-264 

5. “In our material’ the stomach is probably the 
first source of metastatic cancer that has pulmonary 
lymphatic spread of metastases, with the pancreas 
second.” Joc. cit.; p. 265 


Common Feature 
6. “Pigmentation is a common feature, moreover 
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of chronic small-intestine insufficiency. Many patients 
with sprue, some with ulcerative colitis and some 
with ileitis have extensive pigmentation. The fact 
that the patient had pigmentation to such a degree 
that she was mistaken for a negress, — which I must 
admit I have never seen, — is not incompatible with 
an intestinal disorder.” /oc. cit.; p. 378 


7. ‘‘Steatorrhea of intestinal origin usually indi- 
cates a very diffuse disorder and even if half the in- 
testine were peppered with granulomatus jejunoileitis, 
steatorrhea would not be so prominent.” Joc. cit.; 
p. 378 


8. “...about six per cent of patients with atrial 
septal defects had mitral stenosis in a sizable series of 
cases collected from several hospitals in Boston. If 
only adult cases are considered, the incidence of mi- 
tral stenosis is about nine per cent.” Joc. cit.; p. 424 


9. “Deficiency of body protein (low serum pro- 
tein) may be due to: (1) lack of raw material — 1. e. 
amino acids, (2) lack of power to produce protein 
i. e. insufficient caloric intake, (3) the finished 
product, protein, is being filched somewhere along 
the line — i.e. catabolism as in chronic alarm reac- 
tion, (4) deficient machinery to make protein — i. e. 
liver disease; but kidney disease, for some reason, 
and also pancreatic disease may make it difficult for 
the liver to produce protein, aside from any deficiency 
in absortion,”” A composite; /o¢, cit.; p. 508 


10. “... profound muscular weakness set in, so 
that the patient was unable to hold up her head or 
lift her arm. That is strongly in favor of dermatomyo- 
sitis. As is characteristic of dermatomyositis, the 
muscles were weak and not tender.” Joc. cit.; p. 586 


Ulcerative Colitis 


11. ‘No patient with ulcerative colitis and ileosto- 
my, whose colon is left in place, should go without 
medical surveillance for any long period of time. 
According to several sets of statistics on carcinoma 
in patients with chronic ulcerative colitis, the inci- 
dence varies somewhere between two and seven per 
cent. When these statistics are put together, the aver- 
age incidence of cancer in the colon is probably about 
five per cent in patients who have chronic idiopathic 
ulcerative colitis.” Joc. cit.; p. 665 


12. “I think that in this hospital only one patient 
survived who developed cancer in the face of ulcera- 
tive colitis. By the time we know cancer is present, 
it is too late in most cases.” Joc. cit.; p. 666 

(To Be Continued) 


*We are grateful to Dr. Benjamin Castleman, Editor of “Case 
Records” and Dr. Joseph Garland, Editor of “‘The New England 
Journal of Medicine” for permissi to publish these excerpts. 
They will appear regularly and cover the years 1951 through 


195, — Andrew M. Babey, M. D. 


Aphorisms Concerning Chest Diseases—Trauma 
By E, S. Crossett, M. D., Et Paso 
(Continued) 


13. Hemorrhage from the lung itself is self limit- 
ing except when the injury involves the large vessels, 
internal mammary or one of the larger vessels of the 
chest. 


14. As with pneumothorax, the diagnosis should 
be confirmed by X-ray as soon as possible and closed 
drainage applied. This seems to be more desirable 
than repeated thoracentesis since it evacuates blood 
from the pleural cavity more effectively than can be 
accomplished with a needle. The presence of con- 
tinued bleeding can be recognized early as blood will 
continue to escape from the chest tube. If clotting 
of blood in pleural cavity occurs, it makes the use 
of enzymatic debridement safer and more effective. 


15. When enzymatic debridement is necessary, the 
best results will be obtained when the treatment is 
started within 36-48 hours after the hemorrhage. 


16. Penetrating wounds below the level of the 
tip of the scapula, should always be suspected of hav- 
ing penetrated the diaphragm because of the variable 
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location of the om during inspiration and 
with any suspicion of intra-abdominal injury, explora- 
tion should be carried out. Shock and falling hema- 
tocrit, disproportionate to the chest injury are sug- 
gestive of ruptures or tears of the spleen or liver. 


17. In severe crushing wounds of the chest, espe- 
cially the anterior or steering wheel type, one must 
be on the look out for contusion of the heart. An in- 
jury to the heart will be suggested by transient or 
persistent tachycardia. EKG should be obtained in 
all of these patients and repeated at intervals. 


18. Traumatic injuries of the esophagus are rare- 
ly seen with its location adjacent to the vital structures 
in the mediastinum. Penetrating injuries to the media- 
stinum are usually associated with the fatal wounds 
of the heart or aorta and are therefore seldom re- 
cognized. In non-fatal cases, a perforated esophagus 
causes mediastinal emphysema and usually a pneumo- 
thorax. There is usually a tachycardia and pain and 
difficulty cn swallowing. When recognized, these 
wounds should be repaired as soon as possible. 
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Fatty Infiltration of the Parotid Gland 
Second Reported Case 
By JAMEs M. Ovens, M. D., PHOENIX 


Gilman, et al! have recently reported the first case 
of fatty infiltration of the parotid gland simulating 
a tumor reported in the English literature. At the 
time of this publication there was under my care a 
man with a similar condition whose case is now re- 


ported. 
CASE REPORT 


A 48 year old man was entirely asymptomatic until 
it was brought to his attention that he had a swelling 
in front of the right ear. This swelling was entirely 
painless, non-tender and asymptomatic. There was 
no history of remote or recent injury to the area. He 
consulted a physician within one month, 


Physical Examination revealed a well devel- 
oped, well nourished and healthy appearing white 
male 48 years of age. His height was 180 cm. and 
his weight was 81.8 Kg. 


The pertinent points on physical examination of the 
head and neck were as follows: There was a swelling 
anterior to the tragus of the right ear and inferior to 
the zygomatic process that measured 2.5 by 3 cm. in 
size, and protruded 1 cm. outward beyond the in- 
ferior margin of the zygomatic arch. The mags was 
entirely preauricular and did not extend beneath the 
lobule of the ear. The skin over the tumor was smooth 
and freely movable. The tumor itself was only slight- 
ly movable, and seemed fixed to the deeper structures. 
This mass was firm, but not stony hard. Examination 
of the right auditory canal both digitally and with 
the otoscope disclosed no evidence of invasion of the 
auditory canal. The function of the facial nerve was 
bilaterally symmetrical. On the opposite side of the face 
there was no infrazygomatic swelling and no tender- 
ness. Examination of the neck revealed no evidence 
of cervical lymphadenopathy suggestive of metastasis, 
Chest X-ray showed no parenchymal pathology and 
no evidence of metastasis. 


This patient was operated on on January 16, 1956, 
The swelling in the region of the right preauricular 
area was approached by means of a vertical incision, 
centering anterior to the tragus of the right auricle. 
Skin flaps were dissected and the tumor approached. 
The dissection was carried down to the parotid gland, 
and the temporal and zygomatic branches of the facial 
nerve were dissected free from the tumor and re- 
tracted. The capsule was found to be rather thick and 
appeared light yellow in color. What appeared to be 
fatty tissue was dissected free from the capsule of 
the parotid gland. The parotid gland itself was en- 
tered and the tumor was situated deep in the parotid 
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gland. The tumor was dissected free from the parotid 
gland and from the temporal and zygomatic branches 
of the facial nerve. The tumor was non-encapsulated 
and blended diffusely with the surrounding parotid 
gland. The tumor itself measured 3 by 2 by 1.5 cm. 
in size. Thorough hemostasis was secured and the 
area closed in layers without drainage. 


The Pathologic Report of the tissue removed 
disclosed the following: gross examination showed 
multiple, slightly fibrous and fatty masses of tissue 
with some salivary gland tissue. The largest mass 
measured 3 by 2 by 1.5 cm. Frozen section on one 
small mass initially submitted at surgery showed re- 
active lymphadenitis with fibrosis. No evidence of 
tumor was found on frozen section, Microscopic ex- 
amination of the paraffin sections disclosed multiple 
sections revealing salivary glandular tissue with an 
essentially normal pattern and fragments of lymphoid 
tissue showing a reactive lymphadenitis and fibrosis. 
(Fig. 1). No evidence of malignancy was found. 
The only alteration noted was a fatty infiltration of 
the salivary gland tissue. The pathologic diagnosis 
revealed: 


1. Fatty infiltration of the parotid gland, non-neo- 
plastic. 

2. Chronic fibrous lymphadenitis, non-specific. 

3. No evidence of malignancy. 


Figure 1 
Fatty Infiltration of the Parotid Gland 
Discussion 


This unusual case was operated upon ten days after 
(Continued on page 747) 
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Acute Suppurative Jejunitis with 


By Horace L. Wo rF, M. D., AND FRANCIs J. 


Frink (1) in 1952, stated that probably not more 
than 25 cases of enteroliths had been reported in the 
literature. Downing (2) defines an enterolith as “a 
foreign body composed of earthy salts formed about 
some nucleus such as a fruit stone’. He believes that 
the terminal ileum is the most common location for 
fecal masses in the small intestine because of its small 
diameter and its folds of mucous membrane. Downing 
(2) distinguished coproliths from enteroliths, defin- 
ing coproliths as ‘masses of inspissated feces com- 
bined with cholesterol and bile’. He says that copro- 
_ liths are more common in the colon because of the 
frequency of diverticula in the large bowel. The semi- 
solid nature of the contents of the colon explains the 
numerous fecaliths that accumulate in the colonic 
haustra. He reports a case of obstruction and perfora- 
tion in the small intestine due to a coprolith. 


Edwards (3) also has found that enteroliths caus- 
ing intestinal obstruction are rare. In reporting his 
case, he believed that the fluid nature of the contents 
of the normal small intestine explained the infrequen- 
cy of enterolith formation in this organ. Frink (1) 
notes that almost all the reported cases have occured 
in women. He refers to Mattson, (4) who had found 
that the nucleus of enteroliths may consist of intestinal 
epithelium, a small fecal mass, a fruit stone, a gall 
stone, or other foreign body about which alkaline 
mineral salts of calcium, phosphorus, magnesium, or 
ammonia may be deposited. They are thought to 
develop in the presence of stasis in an alkaline medi- 
um. Frink (1) writes that enterolith obstruction is 
commonly seen in horses; he gives an excellent review 
of the literature on this subject up to 1952. Frink (1) 
also found that cases of enterolith resulting in acute 
peritonitis are very infrequent. We have been able 
to review a case report by Richards (5) in which 
enteroliths caused obstruction of the small intestine 
in a 44 year old white female. Biochemical analysis 
indicated that the enteroliths were composed of fat, 
a moderate amount of calcium and magnesium phos- 
phates. Blotner (6) reported a 50 year old white 
male with a trapped fecalith, in a cecal haustration, 
causing local necrosis. De Witt (7) and associates 
reported a fecalith of the small intestine, composed 
of inspissated fecal material and a moderate number 
of vegetable fibers. 


Case Report 


An 80 year old white female was admitted to the 
hospital on 12-18-54, with a history of stomach ache 
for two to three weeks. A similar, though very mild 
episode, was recalled in about 1952, and was attrib- 
uted to over-eating. The night of 12-17 to 12-18-54, 
much discomfort had been noted, and she had vomited 


* From the Medical and Surgical Services, Northwest Texas Hos- 
pital, Amarillo, Texas 
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Perforation Due to Enteroliths® 
Ke.ty, M.D., F. A. C. S., AMARILLO, TEXAS 


one time the morning of 12-18-54, There had been 
no diarrhea. Past history: A non-toxic goiter had 
been removed surgically at age 46. Because of high 
blood pressure, she had been taking mannitol hexa- 
nitrate, 1 tablet three times daily. She had also re- 
ceived digitalis several years. Review of systems ad- 
ded no additional information. 


Family History: One son has mild ulcerative colitis. 
One sister had died of cancer of the uterus. No other 
relevant information was obtained. Social History: 
The patient lived in a home for the aged in another 
city and was visiting her son in this city at the time 
of her acute illness. She had followed no special 
diet, and on questioning, her diet was quite well 
balanced. Examination: Ag elderly white female, 
deaf, with thinning of the hair of the head. When 
first seen, she was vomiting and complained of acute 
pain in her mid-abdomen. Blood pressure was 170/0. 
On initial examination her pulse revealed frequent 
premature beats ; basic rate was 84 per minute. Later 
her pulse was regular at 72 beats per minute. Her 
EKG revealed digitalis effects only. There was no 
icterus. A well healed thyroidectomy scar was noted. 
Clinically the heart was not large, and was free of 
murmurs. A complete regional physical examination 
was within normal limits, except for the abdomen. 
Considerable distention was noted, but no rigidity. 
There was moderate rectus muscle diastasis. There 
was some voluntary muscle guarding of the abdomen. 
Tenderness was generalized throughout the entire ab- 
domen, being somewhat increased in the lower part 
of the epigastrium and the right abdomen. Rebound 
tenderness was present throughout the entire abdomen, 
especially on the right. Peristalsis was hypoactive. 
Bimanual pelvic examination was essentially negative. 
Rectal examination revealed an empty rectum. 


Laboratory Studies 


Laboratory studjes: red blood count — 4.75 million 
red blood cells per cu. mm., hemoglobin 14.8 grams 
%, and white blood cells 17,000 per cu. mm. with 
26% stabs, 67% segs. and 7% lymphocytes. A void- 
ed urine specimen was within normal limits except 
for a faint trace of acetone. Four hours after admis- 
sion, the white blood count was 27,000 per cu. mm., 
50% stabs, 2% juveniles, 1% myelocytes, 41% segs, 
3% lymphs, and 3% monocytes. Serum amylase 2.5 
units (normal-22 to 40 units). A serologic test was 
negative. Pre-operative frontal and upright x-rays of 
the abdomen revealed a normal gas pattern. There 
was no evidence’ of fluid levels, nor of free air beneath 
the diaphragm. The liver shadow was moderately 
enlarged; soft tissue shadows were otherwise normal. 
Demineralization of the bones with evidence of osteo- 
arthritis, and aortic arteriosclerosis, was noted; there 
was no evidence of calculi. The abdomen was slightly 
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hazy, but otherwise, no abnormality was seen. Wan- 
gensteen suction was instituted. 


Four hours after her admission her temperature was 
99.1 F. Reexamination revealed the patient to be 
somewhat less tender through the left abdomen, but 
the muscle guarding was essentially unchanged. In 
the right abdomen, slightly more tenderness was 
clicited. Just before surgery her temperature was 
100.6 F. 


Operative Findings 


Operative Findings: On entering the abdominal 
cavity a moderate amount of free fluid of a milky 
serous nature was found. Most of the intestinal serosa 
showed evidence of peritonitis and the milky serous 
fluid was present in all areas of the abdominal cavity. 
Marked inflammatory reaction was present over a 12 
inch loop of distal jejunum with a thick exudate pre- 
sent over the midportion of this loop. At this location 
a perforation two mm. in diameter was found. Two 
small diverticula were present just proximal to the 
perforation. The mesentery was inspected and ap- 
peared normal. Resection of twenty-eight inches of 
the involved area was performed with an end to end 
anastomosis. One-half gram of Neomycin was placed 
in the proximal loop prior to the anastomosis. No 
evidence of biliary fistula was found. 


The gross description of the specimen was as fol- 
lows. The specimen is a segment of small bowel, 60 
cm. long. It ranges to 2.5 cm. in diameter. Mesenteric 
fat extends out 4 cm. and ranges to 1/, cm. in thick- 
ness. The mesenteric blood vessels, on cross section, 
are patent. The mesenteric lymph node is tan-gray, 
centrally, and is 5 mm. in diameter. In the mid por- 
tion of this resected specimen, the serosa at a level 
of 14 cm. is covered with a greenish gray fibrinous 
exudate and mottled with small hemorrhages. There 
is a recent perforation along the one margin 14. cm. 
from the amputated end, This hole in the intestine 
is 1 cm. in diameter and the serosa laterally is ragged 
and lacerated. Within the lumen of the intestine 
there are firm, brown, somewhat friable but hard 
fragments, like calculi. The mucosa in the central 
portion has many superficial ulcer defects 1/, to 1.2 
cm. in diameter. They are grayish brown and sharply 
demarcated and they erode through the transverse 
mucosal folds along the mesenteric side. There are 
10 of these ulcers. On cut surfaces through the ulcers 
some are found to penetrate through the muscularis. 
At the base of them, the tissues are soft and friable. 
In the submucosa, along this segment of the bowel, 
there are numerous yellowish white nodules that are 
about 1 mm. or less in diameter. 


Microscopic Findings 


Microscopic Description: Numerous sections are 
made of the ulcers of the intestine. The mucosa is 
absent at these levels, and there are masses of neu- 
trophiles with intermingled clumps of bacteria and 
deposits of fibrin. One of the ulcers extends through 
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the entire thickness of the wall and shows complete 
necrosis of the muscularis with only remnants of thin 
fibrinous strands. Along the lateral margins there are 
exudative inflammatory cells. The submucosa along 
the lateral margins of the various ulcers is edematous 
with diffuse infiltrations of neutrophiles and lym- 
phocytes. The blood vessels show no occlusion 
changes and they are filled with masses of red blood 
cells. The serosa is thickened by fibrinous exudate. 


Diagnosis: Segment of jeyunum with acute ulcer- 
ative and suppurative jejunitis with focal grangrene 
and peritonitis. 


Pathologist’s Comment: This remarkable case of 
suppurative jejunitis shows many of the histological 
features seen in suppurative appendicitis. The luminal 
contents, instead of being liquid, in this case were 
firm, concretion-like masses. The only explanation 
for formation of these mucosal ulcers with resulting 
inflammation, could be based on the concretion-like 
masses. It was opposite these calculi that ulcers were 
found, permitting penetration by local bacteria with 
resulting peritonitis. 


The patient made an uneventful recovery. 


We are indebted to John Denko, M. D. Patholo- 
gist, Northwest Texas Hospital, Amarillo, Texas, for 
the tissue reports in this case. 
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Fatty Infiltration . . 
(Continued from Page 745) 


the first case was reported in the English literature. 
The condition is to be considered in the differentia- 
tion of tumors in the parotid region. The condition, 
by its nature, is self-limited and non-malignant. Sur- 
gery is necessary only for cosmetic reasons and to 
differentiate this from more serious conditions arising 
in this area. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 


October 23, 1956 


FREDERICK P. BORNSTEIN, M. D., Eptror — Case No. 16949 
PRESENTATION OF CASE BY Dr. GILBERT LANDIS 


History — Dr. Celso C. Stapp 


This 13-year-old white female was admitted to the 
hospital on July 22, 1956 with a complaint of ab- 
dominal pain and swellings of one week's duration. 


The patient began having pain in the lower abdo- 
men about one week prior to admission. Her abdo- 
men felt bloated and she developed nausea. Each 
day symptoms became more noticeable and on the 
day of admission the patient noticed a mass in the 
lower abdomen and had vomiting and frequency of 
urination. The pain became quite severe. The pain 
extended across the entire lower abdomen and around 
the umbilicus. The patient had been treated for a few 
days for cystitis. She also had taken laxatives for 
constipation for an unknown period of time. 


Past History: No serious illnesses or surgery. 
The patient had had \measles, mumps, and chicken 


pox. 


Family History: Father age 41, mother age 39, 
living and well. Three brothers age 19, 11 and 6; 
the eldest had rheumatic fever when five years old. 
Three sisters age 21, 7 and 11/,; the middle sister 
had jaundice when 18 years of age. 


Menstrual History: onset 12 years of age, regu- 
lar 28 day cycle, lasting 4 days, with no pain. Last 
menstruation June 28, 1956 and was normal. 


Physical Examination 


Height five feet two inches, weight 102 pounds. 
Temperature 98.4, pulse 100, respirations 16, B. P. 
120/80. Pupils were equal and reacted to light and 
accommodation. There was some horizontal nystagmus. 
The mucus membranes were normal. Thyroid was 
normal to palpation. Heart and lungs were normal, 
X-ray of the chest was normal. Breasts were normal 
in development for a girl of 13 years. 


Abdomen: A firm mass in the exact midline ex- 
tended from the umbilicus into the pelvis. It was 
smooth and could not be moved. There were no 
sounds heard over the mass. Peristalsis was heard 
on either side and above the mass. 


Vaginal examination: The vagina would admit 
one finger. Outline of the uterus could not be de- 
termined, neither could the adnexa be palpated, as 
the mass filled the pelvis. Hymenal ring was intact. 
A small speculum revealed an entirely normal appear- 
ing small cervix. Vulva was normal. Pubic hair was 
of female distribution and there was no evidence of 
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hirsutism. The clitoris was small. Rectal examination 
was negative. The skin was clear and free of scars 
or exanthemata. Bones and joints were freely movable 
and symmetrical. Development was what would be 
normal for a girl of 13 years. Reflexes were equal 
and there were no abnormal reflexes. Admission diag- 
nosis was possible pregnancy. 


Hospital Course 


Admitted July 22, 1956. WBC 8,900, Hb. 13 gms., 
polys 79, lymphs 19, mono 2; Urinalysis: specific 
gravity 1.020, negative for sugar and albumin, micro- 
scopic negative. An A-Z was ordered and an X-ray 
of the abdomen. 7-23-56: WBC 8,700, Hb. 11.5, 
polys 79, lymphs 21; Urinalysis, specific gravity 
1.018, microscopic negative. 


Pain had become more severe and by afternoon 
temperature rose to 101, pulse 100, respiration 18, 
B. P. 116/68. P. M. blood count was 3,000,000, Hb. 
10.5 gm., WBC 12,700, polys 62, lymphs 36, mono. 
1., eosinophiles 1. 


Surgery was then performed and one unit of blood 
given. 


X-ray 7-23-56: Flat plate of abdomen showed 
soft tissue shadow arising from pubis consistent with 
possible ovarian cyst. No evidence of fetal parts. 
Lumbar spine and pubis appear normal. Psoas shad- 
ows and peritoneal fat lines are present bilaterally. 
Kidneys are normal in size and shape and position. 
Conclusions: Soft tissue mass consistent with ovarian 
cyst. Dermoid cyst cannot be excluded. 


The day after surgery the A-Z was reported nega- 
tive. Patient had an uneventful recovery. 


Discussion — Dr. Gilbert Landis 


Briefly we have here the case of a 13-year-old-girl 
with normal menstrual history admitted because of 
abdominal pain and swelling of one week's duration. 
During the course in the hospital her pain became 
more severe, her temperature went up to 101, her 
hemoglobin and red count went down and her white 
count went up. The first thing that comes to mind 
is did this large mass develop within the period of 
her complaint? That is, within the one week prior 
to admission. 

The answer is, probably not. This mass was prob- 
ably noticed by the patient because of pain or dis- 
comfort and probably had been present for some 
time. Secondly, why did a mass such as this cause 
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pain? First it may have been pressure; second, the 
pull on its attachments; third, a hemorrhage within 
or without the mass; fourth, a spill with peritoneal 
irritation ; fifth, torsion with infarction and peritoneal 
irritation; and sixth, inflammation. 


Treated For Cystitis 


You notice she had frequency prior to admission 
and had been treated for cystitis. I believe this can 
probably be explained by pressure from the mass 
on the bladder. You notice that the admitting doctor 
was highly suspicious and admitted her as a possible 
pregnancy. I think he is to be commended for his 
high index of suspicion. In gynecology we have a 
saying we consider all females pregnant until proven 
otherwise. 


As most of us find out sooner or later, pregnancy 
is a difficult diagnosis to rule out in many cases. 
However, this girl had a virginal introitus, she had 
no history of missed periods, the mass extended to the 
umbilicus without fetal heart tones, without evidence 
of fetal skeleton in the X-ray. The A-Z test was later 
reported as negative; it was drawn before surgery 
and reported after surgery. Furthermore, she had no 
irregular bleeding on admission. The weight of this 
evidence is against intra-uterine and ectopic preg- 
nancy. 


Extragenital Causes 


Let us consider the extragenital causes of this symp- 
tom complex in these findings. Pelvic abscess should 
be considered. Her urinalysis was negative, she was 
reported to have two normal kidneys in normal loca- 
tion on her KUB, and her temperature was normal 
on admission. 


Next we must consider tumors of the uterus, I 
have never known a leiomyoma in a patient of this 
age. With her menarche approximately a year before 
her admission to the hospital, it is highly unlikely 
that she could grow a tumor of this size, a tumor 
such as leiomyoma that depends on estrogen for its 
growth. A possibility here is a double uterus with a 
single cervix and atresia of the canal with a hema- 
tometra. 


Spill from the tube could account for the evidence 
we have of peritoneal irritation, namely, a leucocytosis 
of 12,000, drop in hemoglobin, and temperature of 
101. The size of the tumor, however, is against this. 
A sarcoma botryoides should be considered. This is 
a tumor of young women and infants, usually a tumor 
of the vagina or cervix, it grows to very large size, 
and is extremely malignant. However, I doubt that 
this is a sarcoma botryoides; it would be extremely 
rare. 


Adnexal Tumors 


Lastly we should consider adnexal tumors which 
are the most likely diagnosis. You must consider 
cysts developed from embryonic remnants; you must 
consider neoplasms, both functional and non-func- 
tional. We also must consider such cystic lesions as 
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endometrial cysts, corpus luteum cysts and so on. This 
could be a para-ovarian cyst or interligamental cyst 
developed from the fallopian body in the meso- 
salpinx. They rarely develop to this size, however, 
and note that on examination this lesion was said to 
be firm. These lesions are not the tense lesions that 
we see with some of the other types of ovarian cysts. 


Follicle cysts would rarely, if ever, grow to this 
size. Cystic corpus luteum usually gives rise to ir- 
regular menstrual periods, and in addition is usually 
the size of a lemon or orange and would rarely grow 
to this size. I think a luteum cysts associated with a 
mole would grow to this size, however, I am going 
to state that she is not pregnant and has not been 
pregnant and we can exclude that. 


Endometrial Cyst 


Endometrial cyst is something that could be con- 
sidered, although here again age is very much against 
it. She had normal periods without pain, and these 
lesions are usually small, although they may grow to 
that size. In favor of endometrial cyst is the firmness 
of the lesion and the tenderness and pain that she 
had. 


Cystadenomas are the most common variety of neo- 
plasm of the ovary. However, her age is very much 
against this diagnosis also. The size and firmness 
are in favor of a diagnosis of cystadenoma. 


Teratomas are a good possibility; dermoids do oc- 
cur in this age group. They are not uncommon in 
this age group, they are firm to feel, and even though 
we have no evidence of calcification or teeth on the 
X-ray, I believe a dermoid is an excellent possibility. 


Carcinoma of Ovary 


Carcinoma of the ovary is of course mostly a lesion 
of the aged and would be very unlikely in her. A 
Brenner tumor may grow to be very large. It’s a 
solid tumor and that is a possibility although it is not 
usually thought of as a lesion of this age group. 


A disgerminoma is a tumor of early life, a highly 
malignant tumor, but extremely rare. Oddly enough 
it is frequently associated with pseudo-hermaphrodi- 
tes, patients with under-developed sexual organs, She 
is said to have normal development of her sexual 
organs. The disgerminoma is a non-functioning tu- 
mor, which does not produce any hormones. It is a 
possibility but a very slim possibility. 


Cell Tumors 


Granulosa cell tumors and thecal cell tumors do 
occur in patients of this age. These are quite com- 
mon among the solid tumors of the ovary; however, 
they are usually thought of as estrogen producing 
tumors, and we have no evidence of estrogen produc- 
tion in this girl. Moreover, she had normal menstrual 
periods. However, the highly undifferentiated granu- 
losa cell tumors may not produce estrogens, and this 
one may be of that type. 


We have the masculinizing tumors such as ar- 
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thenoblastoma which occur in this age group; how- 
ever, here again we have no evidence of clitoris hyper- 
trophy or any evidence of masculinization. A fibroma 
of the ovary is unlikely because of the age group. 


Summary 


In summary, we have here a lesion, probably of 
ovarian origin, most likely cystic. This lesion gave 
rise to pain, nauseau and vomiting, with sudden in- 
crease in pain, leucocytosis and fever and drop in 
hemoglobin and red count. So something happened 
to this lesion. I believe it is most likely due to tor- 
sion; it may be due to hemorrhage within the lesion. 
Due to the size of the lesion, the firmness, the age 
group, I believe that probably this lesion is a der- 
moid cyst with torsion. In any case, certainly an ex- 
ploratory ——— is indicated. I believe rarely 
would the diagnosis be made pre-operatively. 


Dr. Charles E. Webb 


The only condition I can think of which you didn’t 
mention, and it is in the right location (whether they 
get that large or not I don’t know), is a urachal cyst. 


Dr. Celso C. Stapp 


On opening the abdomen there was a solid tumor, 
approximately, I would guess, 20 cm. in diameter, 
quite firm, with hemorrhage into the tumor mass. 
It was a tumor of the right ovary, twisted upon its 


pedicle. 
Clinical Diagnosis: Twisted ovarian mass 


Dr. Gilbert Landis’ Diagnosis: Dermoid cyst with 
torsion 


Pathological Diagnosis: Disgerminoma of ovary 
with torsion and hemorrhagic infarction. 


Pathological Discussion — 
Dr. Frederick P. Bornstein 


Dr. Landis came as close to the diagnosis and es- 
sential pathological mechanism responsible for the 
symptoms as possibly could be expected pre-operative- 
ly. As you have heard from Dr. Stapp, there was a 
twisted, round, hemorrhagic tumor mass. On sec- 
tioning, most of the mass had undergone hemorrhage 
and necrosis and there were only a few areas available 
for good histopathological sections. The tumor is 
composed of uniform large cells with round dark 
nuclei and ample polygonal cytoplasm. 


Between these clusters one sees a few accumulations 
of cells resembling lymphocytes. This is a rather 
characteristic picture which duplicates the picture 
that is found in tumors of the testicle and the diag- 
nosis here is that of a disgerminoma of the ovary. 
This is a definitely malignant tumor. In this parti- 
cular case the prognosis may be fairly good because 
the tumor was well encapsulated and there were no 
signs of local invasion beyond the capsule. 


There is no doubt that this tumor was present for 
quite a while and then increased rapidly in size after 
it became twisted and hemorrhagic. 
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Tumors Of The Ovaries 


Perhaps I can try your patience for a few minutes 
with some remarks about tumors of the ovaries. Al- 
though tumors of the ovary represent the beginning 
of surgical pathology, the first specimen ever being 
removed from the abdomen being an ovarian tumor, 
their proper classification has only been achieved in 
the last few decades. 


Many of these tumors were not clearly understood 
when I went to medical school 25 years ago, and the 
men mainly responsible for their classification such 
as Robert Meyer, Schiller, and Brenner, are nearly 
our contemporaries. This fairly recent development 
in connection with the confusion of the terminology 
of the older literature has created the impression that 
the classification of these tumors is a highly com- 
plicated one. I have tried to simplify the classifica- 
tion by the accompanying chart. (Figure 1) 


OVARIAN TUMORS: 


BENIGN MALIGNANT 
Specifically ovarian 
Virilising lipoid tumor * 
Arrhenoblastoma* | 
Thekoma* | 
Granulosa cell tumor and carcinoma * 
| 
| 
Teratoma -------- Malignant teratoma 
(Dermoid cyst) (rare) 
| Disgerminoma 
| 
Brenner tumor | 
| 
| 
*hormonail'y active | 
| 
Ordinary tumors 
| 
Pseudomyxoma peritonei 
| 
Fibroma ------------------------------ (Sarcoma?) 


| 
Lipoma etc | Cystadenocarcinoma 


Cystadenoma ---------------------- 
Solid adenocarcinoma 


Serous and pseudo-mucinous 


Krukenberg tumor 


Figure I 
(Continued on Page 755) 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


Serum Lipids in Atherosclerotic and Normal Subjects Studied 
By Paper Electrophoresis 


By I. ROSENBERG, M. D., NEw ENGLAND CENTER HOspPIiTAL, BOSTON 


Using the technique of paper electrophoresis a 
comparative study was made of the serum lipids of 
persons with and without coronary atherosclerosis. 
Two groups of subjects were studied; the arterio- 
sclerotic group consisted of 16 men and 5 women 
whose average age was 55 and who presented evidence 
of previous myocardial infarction; the control group 
was made up of 18 women whose average age was 30 
and who were either in good health or hospitalized 
for disorders unrelated to the cardiovascular system. 
Electrophoresis of the serum samples was performed 
on filter paper (0.02 cc. serum per cm. width of 
paper) with pH 8.6 veronal buffer (0.025 M), a 
potential difference of 7.5 volts per cm. being main- 
tained for 5 hours. Parallel strips of paper were then 
stained for protein (bromphenol blue) and lipid 
(Sudan IV). The concentration of protein and stained 
lipid in successive portions of the paper was deter- 
mined by scanning each strip in a photometer at 625 
and 540 mzw., respectively, and curves were then 
drawn describing the optical density at each point of 
the paper pis for protein and for lipid. The areas 
under the sudanophilic lipid curves were measured 
by planimeter. 


Lipid Zones 


Four protein bands (y, B and a globulins and al- 
bumin) and two lipid zones were noted in all instan- 
ces. The major lipid zone, extending from the origin 
to the B-globulin region, showed a _ near that of 
the B-globulin peak, and was considered to represent 
B-lipoprotein; the smaller lipid area extended 
from the end of the B-lipoprotein through the al- 
bumin zone and corresponded to a-lipoprotein. Several 
quantitative differences were found between the elec- 
trolipograms of the two = The average value 
for the total quantity of stainable lipid in the athero- 
sclerotic group was 28% higher than in the controls. 
The relative proportion and absolute quantity of B- 
lipoprotein was higher and of a-lipoprotein lower in 
the atherosclerotic as compared with the control 
group; in the former 81.6% + 7.9 (S.D.) of the 
total lipid was in the B-lipid region and 18.4% in a, 
while in the controls the corresponding values were 
70.3% + 6.1 and 29.7. Although there was overlap 
of individual values within the two groups, in only 
5 of the atherosclerotic patients was the proportion 
of total lipid in B-lipoprotein less than 78%, and only 
one person in the control group exceeded this value. 
In order to express variations in the relative mobility 
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on distance from y-globulin peak to B-lipoprotein peak 
distance between y- and B-globulin peaks 


of the B-lipoprotein peak with respect to the B-globu- 
lin peak, an arbitrary ratio (R) was chosen, 

the measured lengths being projections on the abscissa 
of the observed distances. The average value for R in 
the atherosclerotic and control groups were 0.94 and 
0.86 respectively, a difference of only border line 
statistical significance. However, in seven of the 
atherosclerotic group the value of R was 1 or greater 
(av. 1.09), while in the remaining fourteen the aver- 
age value was 0.86, as in the control group. In only 
one member of the control group did R equal 1. The 
results are summarized in the table. 


Disparity 


Although the disparity between the groups studied 
in regard to age and sex makes it impossible to inter- 
pret the electrolipographic differences solely in rela- 
tion to the presence or absence of atherosclerosis, these 
groups were chosen for study so that the difference 
between them with respect to the presence of athero- 
sclerosis might be as great as possible. The electro- 
lipographic results are in general agreement with those 
studies in which the proportion of plasma cholesterol 
in B- and in a-lipoproteins has been determined. Al- 
though the electrolipographic method has obvious 
limitations as an aid in the diagnosis of atherosclero- 
sis, it may be useful as a simple and rapid procedure 
for estimating the relative proportion of B-and a- 
lipoproteins. 


Table 
Non- 
Number of subjects or oue | atherosclerotic 
18 
Age 39-73 (av. 55) | 16-49 (av. 30) 
Sex M 16 0 
F 5 18 
Serum cholesterol 
(mgm.%) 227 191 
Distribution of lipid 
(% of total) 
B-lipoprotein 816+ 7.9* | 70.3 + 6.1% 
a-lipoprotein 18.4 29.7 
R 0.94 0.86 
1.09 (7) 
0.86 (14) 


*Standard Deviation of the Mean. 
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The Patient with Coronary Disease as an Operative Risk 
By BENJAMIN ETSTEN, M.D., DANIEL C. WEAVER, M.D., J. B. FRIEDMANN, M.D., 
AND SAMUEL PROGER, M.D., 
FROM THE DEPARTMENTS OF ANESTHESIA AND MEDICINE, TUFTS COLLEGE MEDICAL 
SCHOOL, Pratt D1iAGNosTIC CLINIC, AND NEw ENGLAND CENTER HospPiTAL, BOSTON 


A recent study! has shown that the life expectancy 
following recovery from the first attack of myocardial 
infarction is longer on the average than was indicated 
in earlier studies. Many of these patients may live 
long productive lives after the occurrence of a myo- 
cardial infarction. This factor, in addition to the in- 
creasing longevity of the population, will increase the 
frequency of the problem of whether or not to recom- 
mend surgery for such patients. 


There are several factors that deserve consideration 
before advising surgery to patients with coronary dis- 
ease, namely: an appraisal of the general condition of 
the patient, the necessity of the operation, and the op- 
erative risk. As a result of the recent rapid progress in 
anesthesiology, particularly of the improved ability of 
the anesthetist to maintain and regulate a physiologic 
state, it seemed worthwhile to explore the progress on 
the operative risk in patients with coronary heart dis- 
ease. 


Material 


This report is based on a study of 5778 patients 
who had surgical procedures during the past 5 years 
at the New England Center Hospital. The preoper- 
ative clinical findings were evaluated by members of 
the Department of Medicine and the ECG records 
were interpreted under the supervision of Dr. Heinz 
Magendantz, Cardiologist, New England Center Hos- 
pital. 


The patients were divided into three groups: Group 
I — 517 patients with known coronary heart disease; 
Group II — 1107 patients with no history of coronary 
disease, but with abnormal non-specific ECG’s ; Group 
II] — 4154 patients with no clinical evidence of heart 
disease. Sixty ie cent of the operations were major 
procedures and forty per cent were minor. The major 
procedures consisted of intra-abdominal, intrathoracic, 
and extra-abdominal operations, whereas the minor 
procedures were cystoscopies, extremity operations, 
etc. The ages of the patients ranged from 40 to 90 
and were classified into decades. The mortality rate 
of the three groups was corrected for ages. 


Results 


There was a total of 15 postoperative deaths from 

all causes in the series of 517 patients who had cor- 
onary heart disease, an incidence of 2.9%. (See 
Table I). 
In the group of 1107 patients who had no known 
coronary disease, but with abnormal ECG’s, the post- 
operative mortality was 3.6%. The postoperative mor- 
tality rate in the patients with no heart disease and 
normal ECG’s was 2%. 
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Table I 
Operative Mortality 1949-53 


Status Pts Total Deaths 
Coronary Heart Disease 517 15 2.9% 
Borderline (ECG) 1107 39. 3.5% 
No Heart Disease 4154 86 2.0% 
TOTAL 5778 140 2.4% 


The analysis of the principle cause of death is 
shown in Table II. 


Table II 
Causes of Postoperative Mortality 
1949-53 
Surgery— 
Status or Pre- 
No. Cong. Pul. existing 
Patients Fail. Embolus Disease 
Coronary 
Heart Disease 517 6(1.2%) 2(0.4%) 7(1.3%) 
Borderline ECG 1107 7(0.6%) 5(0.4%) 27(2.4%) 
No Heart Disease 4154 4(0.1%) 14(0.3%)  68(1.6%) 


TOTAL 5778 17(0.3%) 21(0.34%) 102(1.8%) 


It was found that the postoperative mortality rate 
due to cardiac causes in patients with pre-existing 
coronary disease was 1.2% as compared to 0.1% in 
the patients without preoperative evidence of heart 
disease. These results were statistically significant. 


The influence of the duration of the operation on 
the postoperative mortality rate is shown in Table III. 


Table Il 


Duration of Operation by 
Postoperative Deaths 


Duration 1 Hr. 1-3 Hrs. 3-5 Hrs. 5+ Hrs. 
No. Operations 166 230 95 26 
No. Deaths 4 5 3 3 


It was found that the standard error of the difference 
between the operative procedures lasting over 3 hours 
was less than 2 times the difference than the opera- 
tions requiring 1 to 3 hours. The length of time of 
anesthesia and surgery did not apparently influence 
the postoperative mortality rate. 


Inhalation anesthesia was used in all cases requiring 
intraperitoneal, intrathoracic, or major extraperitoneal 
operations. Spinal and regional anesthesia was used 
only for perineal and lower extremity operations. 
Cyclopropane was administered in 54% of the cases 
as compared to ether 8%, thiopental + NzO + Ox 
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plus muscle relaxant 16%, and thiopental + N2O + 
Oz 22%. There was no statistical difference in mor- 
tality rate related to the anesthetic agent. 


The influence of a specific elective major operative 
procedure was evaluated. Six per cent of the intra- 
abdominal procedures were cholecystectomies. A com- 
parative analysis of the results following a cholecystec- 
tomy was made among the three groups of patients. 
There was no significant difference in the postoper- 
ative results in the three groups. 


Comments 


There are many reports stating that cyclopropane 
should not be administered to patients with coronary 
disease because it favors a high incidence of arrhy- 
thmias. A recent investigator* has shown that an ele- 
vated arterial carbon dioxide tension is the causative 
factor in producing arrhythmias and is not due to a 
toxic effect of cyclopropane on the myocardium. 
Our own findings are in agreement with those of 
Johnstone’s*. 


Our results indicate that the risk of operation in 
patients with coronary disease is only slightly greater 
when compared to patients without heart disease of 
the same age group. This is made possible only when 
measures are taken to avoid myocardial ischemia. 


The factors that may precipitate a coronary episode 
during or following an operation are as follows: 


A. Circulatory Depression: 


The major complication of deep levels of anesthesia 
is circulatory depression. Systemic arterial hypotension 
during ether anesthesia is mainly due to a direct rhyo- 
cardial depression.* During high spinal anesthesia it is 
due to a y wren in cardiac output and total peripher- 
al resistance.* During deep pentothal or cyclopropane 
anesthesia the chief circulatory disturbance is a dispro- 
portionate reduction in cardiac output.®.7 These recent 
studies have shown that deep surgical anesthesia pro- 
duces a deleterious effect on either the myocardium or 
peripheral circulation. These changes rarely occur dur- 
ing light levels of anesthesia. 


B. Respiratory Depression: 

Deep surgical anesthesia is also accompanied by de- 
Pas ventilation. This impedes the excretion of 
carbon dioxide and leads to a taste of respiratory aci- 
dosis. Toxic levels of carbon dioxide may ensue and 
predispose to cardiac arrhythmias and postoperative 
hypotension. 


C. Hypoxia: 

The most frequent consequence of oropharyngeal 
obstruction and laryngeal spasm during anesthesia is 
hypoxia, Other causes of hypoxia are a decrease in the 
inspired oxygen tension, arterial hypotension, depress- 
ed ventilation, and shock. 


D. Shock: 


Shock, no matter how it is produced, may lead to 
the development of not only a single, but often mul- 
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tiple fresh coronary occlusions in the elderly patient, 
particularly those showing evidence of coronary arte- 
riosclerosis. 


E. Miscellaneous Factors: 


Straining, bucking, and coughing during the induc- 
tion of anesthesia impede the venous return of the 
blood to the heart, which predisposes to acute hypo- 
tension. Any of these complications will lead to im- 
pairment of the corcnary blood flow. Cardiac rate is 
usually increased during such conditions. When this 
occurs the diastolic filling of the heart is reduced, and 
results in a diminished cardiac output and coronary 
blood flow. 


These complications tend to increase the work of 
the heart. The combination of these factors are ad- 
ditive and may eventually precipitate a myocardial in- 
farction. They can be avoided by the rapid and smooth 
anesthetic induction with thiopental plus muscle re- 
laxant, followed by endotracheal intubation. The use 
of muscle relaxants permits the maintenance of light 
levels of anesthesia. 


An anesthetic state necessary for major surgery can 
be maintained without incurring the factors that might 
precipitate a coronary episode provided the patient's 
respiration is actively “controlled”. Ventilation is con- 
trolled by the anesthetist squeezing the anesthesia bag 
at a definite rate and rhythm in order to keep the mean 
airway pressure within physiologic levels. With this 
method a minimum of the primary anesthetic agent is 
required, alveolar ventilation is kept within physio- 
logic ranges, and the circulation is not depressed. The 
crucial safety factors involved in anesthesia of all types 
are: control of the total amount of the anesthetic agent 
or agents administered, high oxygen saturation, pre- 
vention of accumulation of carbon dioxide in the 
blood, and adequate blood replacement. 


However, it would be unfortunate if physicians 
would gain the impression that patients with coronary 
disease are especially safe operative risks. They are 
safe risks only when they are considered unsafe. This 
implies close cooperation among the internist, sur- 
geon, and anesthetist, and the results obtained in this 
study are attributed to this cooperation. 


Conclusion 


The postoperative mortality rate from all causes in 
517 patients with coronary heart disease was 2.9% as 
compared to a rate of 2% in 4154 patients with no 
clinical evidence of heart disease. The death rate pri- 
marily due to cardiac causes following surgery was 
1.2% in the group of patients with coronary disease 
as compared to a rate of 0.1% in patients with no 
heart disease. 


Although there is no significant difference in the 
total death rate among the three groups, it is evident 
that the risk of myocardial infarction following sur- 
gety is somewhat greater in patients with coronary 
disease, but not as great as reported by others.*.9.10 
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The magnitude of the risk as shown by this study 
should not contra-indicate necessary surgery providing 
the proper precautions are taken during the adminis- 
tration of anesthesia to prevent the impairment of 
coronary blood flow and oxygenation. 


Bibliography 


1. Cole, I). R., Dingian, E. B., and Katz, L. N. The Long Term 
Prognosis Following Myocardial Infarction, and Some Factors 
Which Affect It. Circulation 9:321 (March) 1954. 

2. Etsten, B. and Proger, S. (Manuscript in preparation). 

3. Johnstone, M. The Cardiology of Anesthesia, Anesthesia 
and Analgesia 31:325 (Sept-Oct) 1952. 


4. Brewster, W. R., Jr., Isaacs, J. R., and Wain-Andersen, 
T. Depressant Effect of Ether on Myocardium of the Dog and 


Its Modification by Reflex Release of Epinephrine and Nor-epi- 
nephrine. Am. J. Physiol. 175:399 (Dec.) 1953. 


5. Sancetta, S. M., Lynn, R. B. Simeone, F. A., and Scott, R. 
W. Studies of Hemodynamic Changes in Humans Following In- 
duction of Low and High Spinal Anesthesia I. General Considera- 
tions of the Problem. Circulation 6:559 (Oct.) 1952. 


6. Etsten, B., Rheinlander, H. F., Reynolds, R. N., and Li, T. 
H. Cardiac Output and Related Hemodynamics During Cyclo- 
propane Anesthesia in Humans. Fed. Proceedings 13:352 (March) 
1954. 


7. Li, T. H., Reynolds, R. N., Rheinlander, H. F., and Etsten, 
B. Cardio-circulatory Dynamics during Thiopental Anesthesia in 
Humans, Federation Proceedings 13:380 (March) 1954. 


8. Brumm, H. J. and Willius, F. A. The Surgical Risk in Pa- 
tients with Coronary Disease. J.A.M.A. 112:2377 (June) 1939. 


9. Butler, S., Feeney, N., and Levine, S. A. The Patient with 
Heart Disease as a Surgical Risk. J.A.M.A. 95:85-91-(July) 1930. 


10. Master, A. M., Dock, S. and Jaffe, H. L., Postoperative 
Coronary Artery Occlusion. J.A.M.A. 110:1415 (April) 1938. 


Diamox in the Treatment of Congestive Heart Failure 


Resulting from 


Cor Pulmonale 


By WILLIAM B. SCHWARTZ, M.D., ARNOLD S. RELMAN, M.D., AND ALEXANDER Lear, M. D., 
New ENGLAND CENTER HospPiTAL, BOSTON 


Seventeen patients hospitalized because of severe 
congestive failure due to cor pulmonale were treated 
with Diamox. 


A large diuresis and corresponding clinical im- 
ptovement were observed in approximately half the 
trials, with an average weight loss of 15.5 pounds in 
five to twelve days of treatment. The remaining cases 
lost little or no weight and showed no clinical im- 
provement. Most patients became slightly more acid- 


otic as the result of treatment. Blood pCOz usually 
did not change significantly. 


The only difference noted between the responsive 
and unresponsive groups appeared to be the initial 
level of blood bicarbonate, which was slightly higher 
in the patients who responded to treatment. The phys- 
iological factors determining the renal and metabolic 
effects of Diamox in edematous patients with and 
without respiratory acidosis have been discussed in the 
light of current theory. 


PULMONARY EMBOLISM 


Recognition Of Phlebothrombosis And Prevention 
Of Pulmonary Embolism In Urologic Patients 


Culp, O. S., et. al., ]. Urol. 68:845, 1952 


Pulmonary embolism continues to be a problem 
despite early ambulation and various prophylactic 
measures. The antecedent phlebothrombosis of leg 
veins, which most pathologists agree is the source of 
emboli large enough to cause sudden death, must be 
diagnosed early. Elevated temperature is an important 
warning symptom. Many patients suddenly become 
extremely apprehensive at or about the time phlebo- 
thrombotic symptoms develop. Perhaps the most sig- 
nificant sign of early phlebothrombosis is tenderness 
of the legs. Prompt diagnosis enables institution of 
appropriate therapy at the most opportune time. 


Henry Ford Hosp. 
Clinical Clippings, December, 1952. 
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ANESTHESIA 


Trilene As An Adjuvant Anesthetic Agent With 
Nitrous Oxide And Oxygen For Prolonged 
Dental Anesthesia 


Yein, C. S., et. al., Bull. Northwestern U. Med. 
School 26:180, 1952 


Frequent use of electric drills during pedodontic 
procedures precludes use of ether, the safest of all 
anesthetic agents. Trilene* (trichloroethylene), now 
widely used in Great Britain and Canada, is nonex- 
plosive when used in concentrations suitable for an- 
esthesia and possesses marked analgesic properties. 
Trilene was employed with nitrous oxide and oxygen 
to anesthetize 25 patients undergoing difficult dental 
procedures. In the majority of instances the respirato- 
ry rate and pulse rate were not materially affected. 
Few patients experienced postoperative nausea. 


*Trilene should not be used in a closed system with soda lime. 
Clinical Clippi , September, 1952 
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This chart purposely limits itself to tumors and 
omits the various cysts of the ovary which are a sub- 
ject in itself. 


Two Categories 


I have divided the ovarian tumors into those which 
are common to most organs of the human body and 
those which are specifically ovarian in origin. As 
you can see from the chart, the ovary is subject to all 
the other ills of humanity, namely such tumors as 
occur in most tissues; for example, lipomas, fibromas 
and ordinary cystadenomas. On the other hand, there 
are a number of specific tumors which only occur in 
the ovary. 


Some of these have hormonal activities and they 
are marked by a star on this list. Many of these have 
been adequately discussed from the clinical side by 
Dr. Landis and I will not repeat his remarks here. 
Of unusual interest are the tumors which are com- 
mon to the testicle and the ovary. 


Teratoma 


There is first the teratoma, commonly known as 
dermoid cyst in the ovary, which is nearly always 
benign in the ovary, and nearly always malignant in 
the testicle. 


The malignant teratoma of the ovary is extremely 
rare. The teratoma of the ovary has one more pe- 
culiarity, that it can produce a tumor within a tumor. 
A number of carcinoid tumors have been observed 
within the intestinal or bronchial structures of these 
teratomas. The other tumor which the ovary has in 
common with the testicle is the disgerminoma. 


I would like to call your attention that when Robert 
Meyer classified this tumor it was spelled with a 
“dis” to indicate the double nature of this tumor and 
its ability to appear in male and female gonads. 


To spell the tumor with a “dys” should be frowned 
upon. The tumor, although histologically identical 
in both organs, has a considerably worse prognosis 
in the male than in the female. 


Summary 


In summary, then, we have the case of a 13-year- 
old-female who became acutely ill due to a twisted 
ovarian mass which on surgery proved to be a dis- 
germinoma of the ovary. 


SECRETARIAL SERVICE 


PROFESSIONAL PAPERS 
ANNOUNCEMENTS GREETING CARDS 


802 N. Kansas St. 
DECEMBER, 1956 


3-6729 El Paso, Texas 


replacement 
of pancreatic 
insufficiency. 


A recent Seminar at the New York Academy 
of Sciences emphasized the general accept- 
ance by distinguished authorities of the 
hypothesis that psoriasis depends for its 
development upon a disturbance of fat 
metabolism.* 


Clinical evidence indicates psoriasis may be 
due to a disturbance of the lipid metabolism, 
evidently caused by a deficiency of pancre- 
atic enzymes.* 
LIPAN Capsules have been shown to be clin- 
ically effective in 66.7% cases. This is well 
above the established minimum for all types 
of psoriatic therapy of 36.2%. 
LIPAN — and nothing but LIPAN, as main- 


tenance regimen may keep patients free of 
lesions.* 


*References available. 

LIPAN Capsules contain: Specially prepared, 
highly activated, desiccated and defatted 
whole Pancreatic Substance; Thiamin 
HCl, 1.5 mg.; Vitamin D, 500 I.U. 
Available: Bottles 180’s, 500’s 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST, JUST SEND AN & BLANK, 


Spirt & Co., Ine. 


WATERBURY, CONN. 


Page 755 


epi- 
—— 
In- 
ra- 
clo- 
ch) 
fen, i 
Pa- an 
outstanding 
ive # effective 
ORAL 
preparation 
v 
| 
LIPAN 
LIPAN 
therapy \ 
eu 
is based upon | 
S- 
ic 
id 
1e 
| 
| 
| 
| 


Boyle & Company 

Burroughs Wellcome & Co 
Camelback Sanatorium 
Christopher's Brace & Limb 
Ciba Pharmaceutical 

Clinic Hospital of San Angelo 
Cutter Laboratories 


El Paso Nursing Home 
Exter-Tonella Mortuary 
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